Psoas abscesses are rare complications of post-transplantation patients receiving immunosuppressive therapy. There is often a delay in diagnosis because of its relative infrequency and the nonspecific signs and symptoms. We present the case of a patient in whom psoas abscesses developed 48 days after sibling donor allogeneic peripheral blood stem cell transplantation (PBSCT), while receiving cyclosporine for graft-versus-host disease (GVHD) prophylaxis.
This 21-year-old female was diagnosed with acute myeloid leukemia (M1) by bone marrow morphological and cytogenetic studies in November 2002. She received induction and consolidation chemotherapy with idarubicin and Ara-C. A relapse was diagnosed on day þ 631 and chemotherapy was restarted with the same regimen as during the induction therapy. A second complete remission was achieved. In November 2004, a HLA-identical sibling allogeneic PBSCT after conditioning with total body irradiation and cyclophosphamide was performed and cyclosporine and methotrexate were prescribed post-transplant. Full donor chimerism was achieved on day þ 8.
She suffered from fever and chills and mild back soreness from day þ 41 after PBSCT, although no evidence of acute GVHD or obvious infection focus was noted. Laboratory investigations demonstrated a white blood cell count of 3.8 Â 10 9 /l (58% neutrophils) and C-reactive protein of 52.2 mg/ml. Cytomegalovirus pp65 and cytomegalovirus PCR were negative. An abdominal computed tomography (CT) scan revealed bilateral psoas muscle abscesses with hypo-enhanced centers and thin residual rims of normally attenuating tissue (Figure 1 ). Before the psoas abscesses were detected, broad-spectrum antibiotics were given including ampicillin/sulbactam, aminoglycoside and cefepime. After detection of the abscesses she received vancomycin 1 g by i.v. infusion over 4100 min twice daily plus meropenem 1 g by i.v. infusion every 8 h for 3 days, and CT-guided percutaneous drainage (PCD), and the fever subsided. Cultures of the pus samples were negative for fungi and aerobic and anaerobic bacteria, but cultures of samples from the PCD catheter were positive for Staphylococcus epidermis. Blood cultures were also negative for fungi and aerobic and anaerobic bacteria. An abdominal CT scan on day 88 confirmed that the psoas muscle abscesses had resolved.
Psoas muscle abscess, which was first described by Mynter in 1881, 1 is rare in post-transplantation patients who receive immunosuppressive therapy. It can be classified as primary or secondary, depending on the presence or absence of underlying disease. 2 Primary psoas abscess occurs probably from the hematologic spread of organisms. 2, 3 It can occur in patients with diabetes mellitus, intravenous drug abuse, AIDS, renal failure or immunosuppression, which may be due to AIDS or immunosuppressant use after transplantation. 4 Cases of psoas abscess have been reported following heart transplantation, 5 renal transplantation 3 and bone marrow transplantation, 6 to name a few. Conditions associated with secondary psoas abscess include gastrointestinal disease (Crohn's disease, diverticulitis, appendicitis, colorectal cancer), genitourinary problems (infection, cancer, extracorporeal shock wave lithotripsy), musculoskeletal lesions (vertebral osteomyelitis, septic arthritis, infectious sacroilitis), vascular diseases (infected abdominal aortic aneurysm, femoral vessel catheterization) and others (endocarditis, intrauterine contraceptive device use, suppurative lymphadenitis). 2 In Asia and Africa, 99% of psoas abscesses are primary, whereas in Europe and North America the incidence is lower, 17 and 61%, respectively. 2 More than 80% of primary psoas abscesses occur in patients aged 0-30 years. 7 They are more common on the right side. S. aureus is implicated in over 88% of patients with primary psoas abscess. 2 Other causative organisms include Streptococcus sp, Escherichia coli, Mycobacterium tuberculosis (in developing countries), 7 Mycoplasma pneumoniae, Klebsiella and Salmonella spp. A primary psoas abscess has a good prognosis, with a mortality rate of 2.4% compared to 18.9% for patients with secondary abscess. 7 The clinical presentation of psoas abscess is often variable and can be non-specific. The classical clinical triad, consisting of fever, back pain and limp, was described by Mynter in 1881. 1 Other symptoms are vague abdominal pain, malaise, nausea and weight loss.
2 Plain film radiography, ultrasonography, CT scan, magnetic resonance imaging (MRI) or FDG-positron emission tomography (PET) 8 may be used to diagnose these infections. 6 A CT scan is, however, considered the 'gold standard' for definitive diagnosis. 2, 9 Some authors believe that MR images are superior to CT scans because of better discrimination of soft tissues and the ability to visualize the abscess wall and the surrounding structures without using an i.v. contrast medium. 10 Gallium-67 scanning is also an effective method of detecting inflammatory lesions, especially abscesses. 6 Other laboratory findings include anemia, an elevation of the white blood cell count, and increases in the C-reactive protein level and erythrocyte sedimentation rate. Blood cultures may be positive and pus culture via image-guided or surgical aspiration should be carried out. No bacteria were found in samples from our patient.
The treatment of a psoas abscess involves the use of appropriate antibiotics along with drainage of the abscess. Patients with a suspected primary psoas abscess should be treated with anti-Staphylococcal antibiotics as an empirical treatment even before the culture results are known. 7, 9 The antibiotics we used can be considered an empirical treatment as the culture results were negative. In secondary psoas abscesses, broad spectrum antibiotics (covering both aerobic and anaerobic bacteria) should be considered. 9 Drainage of the abscess should be performed. It may be carried out through image-guided PCD, which is less invasive, 2 or surgical drainage, which is reported by some authors to be superior to PCD in achieving prompt recovery. 9 Our patient responded well to treatment with vancomycin and meropenem along with PCD.
To our knowledge, this is the only report of a psoas abscess after PBSCT. Patients with symptoms of persistent fever, back pain and/or limp should have a CT scan, with PCD and appropriate use of antibiotics if a psoas abscess develops.
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